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Chances are that if you visited a
remote district hospital in a develop-
ing country you would find a well

thumbed copy of Where There Is No Doctor in
its library. The book is intended primarily
for village health workers, but generations of
doctors and medical missionaries who have
worked in underresourced communities
globally will vouch for its value in providing
concise reliable information.

This book is an all time medical favourite.
It has been translated into over 50 languages
since its initial publication in Spanish more
than two decades ago, and it is still listed
among the top 200 bestsellers by a popular
internet bookstore. It has also found favour
among writers of travel guides (as the ideal
medical guide for today’s global traveller),
experts in military survival, parents, and
teachers.

Much of the book’s attraction lies in
the simple illustrations that complement the
clear, concise text. It has the easy to read
appeal of a comic book. Although the
emphasis is on the prevention, diagnosis,
and management of illnesses found in
poorer communities, the authors’ common-
sense approach makes it equally useful to a
villager as to any sophisticated city dweller
with no medical background.

The book’s scope extends beyond just
dealing with diseases to issues such as home
cures, popular beliefs, healing without
modern medicines (including the “right and
wrong” use of them), and community
development such as advice on how to build
pit latrines.

Werner believes that people can and
should take the lead in their own health care.
However, he has an idealistic view of the
community health worker and adopts a
preaching tone when advocating values such
as “work for the joy of it.” My experience is
that these workers may be more materialistic
and less compassionate today.

The book does have deficiencies. In the
era of evidence based medicine, can the use
of a soap enema for constipation still be
acceptable? And who would recommend
salt for heat cramps? A major revision is
due—this was last done in 1993—to encom-
pass newer knowledge. More space should
be given to HIV and AIDS, particularly to
issues relating to preventing transmission
from mother to child. As a paediatrician, I
would also like to see the WHO guidelines
on acute respiratory infections incorporated
into the text. Greater emphasis on the role
of vitamin A and other micronutrients, and
modifications to the recommendations
about antibiotics, could only enhance its
established status.

Haroon Saloojee, community paediatrician,
Soweto, South Africa

Management handbooks are a pecu-
liar literary genre. They are
obliged to present management as

straightforward and commonsensical (in
order to appeal to the pragmatic nature of
managers), but beneath this veneer of
practicality they are intensely ideological
texts. They offer a particular and partial per-
spective on organisations and the world of
work. Typically, they portray organisations as
consensual and the managerial perspective
as unconditionally legitimate. Crucially, they
seek to reduce the processes of planning
and management to an exercise in formal

logic. In reality, of course, these assumptions
rarely apply. Organisations (even small ones)
actually consist of individuals with differing
world views and priorities. Because some of
them may dispute the manager’s right to
manage (ask any doctor), management is
inescapably political.

The concept of management becomes
even more problematic when we try to
apply it to hybrid organisations such as
general practices. Exactly what sort of
organisations are they? Are they teams?
Maybe, but they incorporate a variety of
professional subcultures as well as a pro-
fessional hierarchy (not to mention that
most team members are employees of a
minority).

Are they small businesses? Perhaps, but
what sort of business are you left with if
commercial risk and competition do not
operate? Are they partnerships? Possibly, but
hitherto most partnerships have functioned
as little more than arrangements for sharing
premises and staff (so called “docs in a box”).
As organisations, general practices remain a
black box.

I have some problems with this book. Its
multidisciplinary authorship is a strength,
but its intended readership is unclear
(perhaps deliberately). Some of the content

is obviously aimed at general practitioners,
but most is non-specific. Once or twice it
raises the possibility (no more) of primary
healthcare teams that are not led by general
practitioners, but in general its perspective is
thoroughly GP-centric. It is striking that it
does not refer to the practice manager (only
to “practice management” in the abstract).
Consequently, it neatly sidesteps the division
of management labour between general
practitioners and the nominal “practice
manager.”

Although the book offers a historical and
policy context, policy changes while it was in
preparation mean that much of the presenta-
tion now feels slightly dated. Many of its
underlying assumptions (especially concern-
ing the sovereignty of the practice) are
outmoded. While much of its content is
transferable, it has little to offer on some key
management challenges of the future. How
do we move beyond the practice to primary
care groups and primary care trusts? What
management resources and skills will they
require? Who will supply them? What will
clinical governance mean and how will it be
delivered?

Roland Petchey, non-clinical lecturer, Division of
General Practice, University of Nottingham
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Arecent resurgence in the debate over
legalisation of illicit drugs, notably
cannabis, has tended to generate

more heat than light. At one extreme,
protagonists argue in favour of libertarian
values and eschew the interference of the
“nanny state.” At the other extreme, a prohi-
bitionist lobby espouses the evils of intoxica-
tion and the virtues of abstinence from
psychoactive substances.

The reasons for a resurgence in this
debate are doubtless many and complex.
Not least is the apparent powerlessness of
governments, law enforcement agencies,
customs, and the caring professions to stem
the rising tide of drug misuse sweeping
Western societies. The debate is unfortu-

nately more influenced by political dogma
and media hype than by sound reasoning
and scientific evidence. The Alchemy of
Culture contains elements likely to appeal to
both sides of this debate as well as contribut-
ing to scientific understanding.

Richard Rudgley applies data from
archaeology, ethnology, and anthropology
to take the reader on a fascinating journey
from prehistory to the present to explore
the role of intoxicants in societies, ancient
and modern. Speculation about the use of
hallucinogenic plants and opium by Stone
Age cavemen and its influence on their art
gives way to more direct observations of
early anthropologists on psychoactive drug
use in isolated tribal cultures. The academic
research behind this book is impressive.

Two principal themes emerge. Firstly,
since prehistory, humans have experi-
mented with naturally occurring substances
for their psychoactive effects. Secondly,
psychoactive drugs acquire a cultural
importance that extends beyond the drugs’
pharmacological effects and that influences
the subjective experience.

Rudgley’s thesis seems to be that
modern Western cultures arbitrarily con-
done some drugs (such as alcohol and
tobacco) while outlawing others (cannabis,
LSD, opium). His view is that the control of
drugs by Western politicians is akin to the
social control and conferment of social

privilege exerted by tribal shamans (or
priests) to maintain their elite social status.
This comparison seems rather far fetched.

Nevertheless, the fact that many of these
psychoactive substances are highly poison-
ous or addictive is acknowledged. At the
outset, readers are warned that “the book is
not intended as a practical manual for the
use of intoxicating substances. Details of cer-
tain plant preparations have been omitted to
prevent its use as such.” From this perspec-
tive, the book is somewhat more responsible
than recent television programmes on the
same subject.

Overall, this is a scholarly and very read-
able account of the history of psychoactive
drugs and their role in diverse cultural con-
texts. It will be of interest to specialists in
addiction, to anthropologists, and to anyone
who wishes to develop a broader under-
standing of psychoactive drug use and
misuse. It is reassuring, and at the same time
troubling, to discover that, just as psychoac-
tive drug use has a long history, so too does
the debate about whether these substances
should be controlled or freely available. This
book will help to inform and extend that
debate. However, one cannot help but fear
that it will be quoted out of context in the
service of protagonists of legalisation.

Colin Drummond, senior lecturer in psychiatry of
addictive behaviour, St George’s Hospital Medical
School, London

This book is beautifully produced with
clear, well spaced print, but what at
first sight seems an artistic and origi-

nal cover is almost identical to that of The
Irish Giant by Frankcom and Musgrave,
published in 1976. The attempt to weave a
historical novel around the life of John
Hunter is, of course, not original, but Garet
Rogers’ Brother Surgeons, written in 1957, is
in every way a more credible, more
colourful, and much more readable account
of life in those tumultuous times.

In this book, with O’Brien as its central
character, quasi-Irish storytelling occupies
much of the chronicle, but Mantel fails
dismally to match up to those traditional
skills. Far from emulating the picturesque
banter and the penetrating wit of Irish
discourse, her narrative style has such lack of
precision and indeterminate construction

that the conversations of her characters
seem like the ramblings of people under the
influence of hallucinatory drugs. Perhaps
this was intended to convey a sense of the
alcoholic miasma in which many of these
events took place. That, however, cannot
excuse the phantasmagorical account of
Hunter’s bout of illness in his later years.

The brutality of capital punishment in
18th century England has been repeatedly
recorded in literature. Mantel’s ploy of
having one of her characters recite the
names of dozens of Irish men and women
who had been hanged leads naturally to
O’Brien’s inquiry, “Dear God, was the whole
country of Ireland hanged, and not one
spared?” However, death on the scaffold,
with the accompanying euphemisms
spawned by the black humour of the day,
was by no means the prerogative of any par-
ticular racial group. The theme of the wicked
English is never far away: “ ‘They say,’ said
Mary, ‘that the road from Ireland to Heaven
is a beaten track, worn smooth with the feet
of all who tread it; but the road from
England is grassed and flowery, for it is
walked but once in a decade.’ ”

Away from the Irish element, activities
attributed to Hunter, his brother, and his wife
stretch the limits of literary licence. Even
Hunter’s famous observation about his physi-
cal frailty in his last years—to the effect that his
life lay in the hands of any rascal who might
choose to annoy him—is manipulated by
Mantel to suit her own peculiarly unpleasant
agenda. William Hunter, a cultured man of

immense attainment, is never portrayed as
anything more than an ill tempered, malad-
justed misanthrope. Referring to her lurid
description of John Hunter “inoculating him-
self with syphilis,” Mantel adds a footnote to
the effect that this is controversial (although
she chooses to accept the notorious myth).
No one has researched this myth more thor-
oughly than the late George Qvist, who
concluded that “the suggestion that John
Hunter was a martyr to science [by self inocu-
lation with syphilis] is sheer romantic
sentimentality” and he hoped that a dispas-
sionate reappraisal of all the facts would
eradicate the delusion. It seems unlikely that
this conclusion and the evidence in support
of it could have been unearthed in any
research that preceded Mantel’s writing of
her book.

Equally undisturbed by essential
research is the fanciful portrayal of Charles
Byrne—the victim of a pituitary adenoma,
with all its debilitating attendant effects—as a
man of enormous strength, able to over-
come single handed an attack by four
footpads attempting to rob him of the large
sum of money collected from his freak show.

Coming from an experienced author,
this book has to be classed as an unusually
disappointing potboiler depending, it would
seem, on the outlandish and the macabre to
attract a readership.

Bertram Cohen, chairman, Board of Trustees of
the Hunterian Collection, Royal College of Surgeons
of England, London
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Set at a level sufficient for the basic
examinations of the UK Royal Colleges
of Surgeons, The RCSE SELECT

Programme is a new and innovative distance
learning package that comprises 43 modules.
It is suggested that this programme will also
be of use to higher surgical trainees in all sur-
gical specialties and, as a reference tool, to
those at more advanced levels, including
those in consultant practice.

The three introductory modules cover
the initial stages of this comprehensive
package and comprise “Setting the scene”;
the first module of critical care, which
covers “altered consciousness and confu-
sion”; and the first module of surgery in

general, which reviews “rectal bleeding and
altered bowel habits.” Each module has the
same basic format and covers only one
topic. They are clearly set out, easy to read,
and well organised. The format is somewhat
unusual, but it presents facts, discussion,
and management in a way that is easy to
assimilate. It concentrates on task based
learning, and encourages a rapid assimila-
tion of physiology and pathology, but also
indicates up to date sources for further
reading. The annotations and line diagrams
are generally very clear, although some are
rather small and the occasional x rays used
are not as distinct as a full page format
would have allowed.

These first modules have been well writ-
ten and fulfil their aims completely. If the
remaining 40 modules can maintain this
standard, particularly in terms of the clarity
of information and explanation, then this
will truly be a useful addition to the learning
tools available for young surgeons. This is
the audience who will derive the most direct
benefit from such a modular system,
although those at a more senior level who
are called on to examine across the broad
scope of surgery in general will also find this
system a most useful method of revision. The
RCSE SELECT Programme deserves to
succeed, providing the initial high quality is
maintained throughout the remaining
modules.

John G Temple, regional postgraduate dean, The
Medical School, Birmingham

Reviews are rated on a 4 star scale
(4=excellent)

NETLINES

d The European Association for the
Study of Diabetic Eye Complications has
a website on http://medweb.bham.ac.uk/
easdec/index.html. The site describes the
different types of retinopathy and the
treatment for them with diagrams and
some animated cartoon pictures,
providing information on how to prevent
or delay both diabetes itself and
retinopathy. Other UK sites containing
information on diabetes include Diabetes
UK (http://www.diabetic.org.uk) and the
British Diabetic Association (http://
www.diabetes.org).

d The British Orthopaedic
Association’s website on
http://www.boa.ac.uk/ is packed full of
links to online orthopaedic information
for patients and healthcare workers. The
Royal College of Surgeons of Edinburgh
now has a Surgeons’ Internet Café
(http://www.rcsed.ac.uk/library/
internetcafe.htm), which is aimed at
getting surgeons to become “net aware”
and competent with medical informatics
and will host regular informatics courses.

d Readers working in UK medical
schools or universities might like to get
their institution to subscribe to REFUND
(http://www.refund.ncl.ac.uk), a web-based
information service designed to provide
the academic research community with up
to date information on research funding
opportunities. Included in a subscription
is institutional access to the website and to
an electronic mailing list.

d Partnerships in Health Information
(http://www.omni.ac.uk/hosted/phi/) is a
UK charity, formerly known as SatelLife
UK, aimed at creating partnerships
between medical information services in
the United Kingdom and developing
countries, particularly in Africa. SatelLife
(http://www.satellife.org/) is an
international, non-profit making
organisation that uses satellite, telephone,
and radio networking technology to serve
the health communication and
information needs of countries in the
developing world.

d The internet’s uses never cease to
amaze. One of the most imaginative must
be SETI@home (http://setiathome.ssl.
berkeley.edu/), a scientific experiment
starting next April that will harness the
power of computers connected to the
internet in the Search for Extra-
Terrestrial Intelligence (SETI).
Participants will run a screensaver
program that allows their computers to
download and analyse data from the
world’s largest radio telescope while they
are getting coffee, or having lunch, or
sleeping. Readers should visit the website
to sign up.

Mark Pallen,
http://www.medmicro.mds.qmw.

ac.uk/∼mpallen

http://www.adec.org/ Death and money are still taboo for open discussion with
strangers, something that the Association for Death Education and Counselling
is trying to do something about. One consequence of this dysfunctional
communication is that funerals have become unsatisfactory affairs (see news).

One factor allegedly driving up the cost of shuffling off the mortal coil is
rapacious US corporations. According to the Campaign for Fair Funeral
Practices (http://www.saif.org.uk/cffp/cffp.htm), US backed firms are
overselling satin lined “caskets” at back breaking markups. The US answer is
competitive pressure: perhaps we could all learn from the approach at
http://www.directcasket.com/. The
bereaved, it seems, find it hard to
haggle, though surveying online
quotes for funeral prices may be
easier (http://www.nfda.org/
resources/funeralprice.html).
Certainly the US consumer law
relating to funerals makes for chilling
reading (http://
consumerlawpage.com/brochure/
40.shtml). The law is reactive, and,
therefore, all the proscribed
behaviours described presumably happened repeatedly to grieving families
before the legislative wheels could turn.

And why pay big bucks for monumental masonry when you can log the
death of a loved one at the Virtual Memorial Garden (http://catless.ncl.ac.uk/
vmg)? Nice idea, but they are really going to have to get the indexing sorted
out: at the moment everyone’s buried alphabetically. The classiest “graves,” of
course, have links to a former website, but it seems that for this to be viable in
the long term you will have to use the money that you would have spent on a
headstone to provide an annuity for your internet service provider—a lot of the
links were . . . dead.
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PERSONAL VIEW

Homophobia in medicine

Members of parliament and the bish-
ops at the last Lambeth conference
were circulated with an open letter

on sexuality signed by 23 doctors. This gives
dire warnings about the dangers of anal
intercourse, and urges that the age of consent
for homosexuals should not be reduced.

At least two of the doctors who signed
the statement have written for or been
quoted in documents produced by “Chris-
tian” organisations in the past year or so.
These organisations include the Association
of Christian Teachers, Christian Action in
Research and Education, the Maranatha
Community, Cost of Conscience and
Reform (jointly), and the Christian Institute.
The documents vary in
length, but are all similar in
content. They include a
medical section, “written by
doctors,” which warns of the
medical consequences of
homosexuality; a social sec-
tion, which links homosexu-
ality with paedophilia; and a
religious section, which says the Bible is
against homosexuality.

Well that’s life, and religious cranks are
always with us. But the medical evidence that
the doctors quote in these documents is not
what you might expect.You might think that
they would be giving the latest data about
the incidence of HIV and other sexually
transmitted diseases, and saying that these
are spread by penetrative sex, anal or
vaginal; that condoms reduce the risk but
can fail, so the only safe situation for
penetrative sex is within a lifelong, faithful
partnership.

Instead of this, the medical sections of
these documents quote obscure references to
clinical surveys of small groups of homo-
sexual people, derived from lists of attenders
at genitourinary medicine clinics, or recruited
from gay bars and other selected groups.
These report high levels of HIV infection,
other infections, or alcohol and drug abuse.
They are clinical reports and no doubt
valuable as such. The doctors give brief sum-
maries of the findings but usually omit to
mention that they are surveys of groups
highly at risk, not of the general public.

In the social section of these documents
—some contributed by doctors—equally
arcane references are quoted to support the
alleged link between homosexuals and
paedophiles. The references are to surveys of
convicted child abusers, which claim to have
higher than expected proportions of homo-
sexuals. The statistics, however, are minimal

and do not include refinements such as
significance values. In the brief reports of
these given in the documents, the fact that the
groups studied are all convicted child offend-
ers is not mentioned. Perhaps if we knew what
proportion of child sex offenders are caught
and sentenced some extrapolations to the
general population might be possible, but we
do not know this proportion. It is probably
small.

It seems to me that these doctors have
created a distorted picture of the medical
facts to imply that the risks of homosexuality
are very great and the risks of heterosexuality
are minimal. It seems to add up to a
campaign of calumniation against gay and

lesbian people. The General
Medical Council does not
allow doctors to let their
views about a patient’s life-
style or sexuality prejudice
the treatment they give. But,
the GMC has confirmed,
doctors can say whatever
they like about people’s life-

style or sexuality if it does not affect the treat-
ment of their patients. No doubt these
doctors are kind to their patients—though
what their lesbian and gay patients think
when they read their own doctor’s views in
these documents is not recorded. I do not
understand why they see so much difference
between saying something face to face and
saying it in a public document.

A part of doctors’ duties is to explain the
importance and consequences of their
advice. This they do not do; but the
innuendo seems to be that active sex among
gay people is too dangerous to contemplate.
And by curious coincidence or divine diktat,
this fits with the Christian message which
says that homosexual activity is immoral.
You wonder whether they think that medical
researchers working for the abolition of dis-
ease are doing God’s work.

The Lesbian and Gay Christian Move-
ment (LGCM) has heterosexual as well as
gay and lesbian members and is working to
counteract homophobia. None of my busi-
ness, you say? Well we are all supposed to be
working to achieve a national target to
reduce suicides, which needs a helping hand
in this area. And most people have a relative
or friend who is lesbian or gay; if not, it is
likely that you don’t know your relatives and
friends as well as you think you do. So if you
receive a copy of the open letter when it is
released I hope that you will write and
protest about it. And it would make a real
and positive difference if you also join the
LGCM (tel: 0171 739 1249).

Possible conflict of interest—I am a member of
the LGCM and my wife is a Church of England
priest and a hospital chaplain.

Alan Sheard, retired consultant in public health
medicine,Yorkshire

Most people have
a relative or friend
who is lesbian or
gay

If you would like to submit a personal view please
send no more than 850 words to the Editor, BMJ,
BMA House, Tavistock Square, London WC1H
9JR or e-mail editor@bmj.com

SOUNDINGS

Friday the 13th
The breathing trouble had begun on
Monday with an unusually poor showing
in the Railtrack sprint. Then came
difficulty going upstairs. Just a virus, said
I, but on Friday the 13th I had unilateral
calf pain and breathlessness going
downstairs too.

Words like “barndoor” spring to
mind but I had just proof read the latest
maternal mortality report, with its sharp
increase in pulmonary embolism and its
comments on doctors who ignore the
signs. When I developed a full house
myself I naturally thought it was my
imagination.

Finally in theatre, dyspnoea on
scrubbing made me call a physician. He
seemed impressed. So were the staff
when the professor, still in surgeon’s
pyjamas but now with an oxygen mask,
was wheeled out on a trolley. Surely the
operation had not been that difficult?
My first emotion was relief that this was
not hypochondria. The next was
gratitude—to the porter who knew where
in the reorganised hospital the
computed tomography scanner was, to
the nurse who stayed with me until my
wife arrived, and to the radiographer
who warned me that contrast medium
produces strange feelings in the
perineum.

In an emergency, carers
communicate by body language. You
can feel the team working together and
you want to play your part, albeit
horizontally. All my questions were put
on hold except the big one: who would
give tonight’s after dinner speech?

After years in obstetrics, I feared I
would be given a choice of treatment
options. Thank goodness, these were
proper doctors. A young consultant told
me that I would get streptokinase. OK?
Yup. Later the cardiothoracic surgeon
dropped by, watchful and impressive,
neither fazed nor wistful about the
chance of operating on a member of the
General Medical Council.

Wired up on the ward, I had time to
reflect. I should not have worn those new
long socks during a week of non-stop
travel. Is that pump really working? The
link to my arm seemed so fragile.
Something steam driven with brass tubes
would inspire more confidence. What
would I like to be called, asked the nurse.
In Tony Blair’s new Britain it had to be
Jim.

I watched the clock. The annual
dinner would be nearly over. On balance,
it had been a lucky day, but I would feel
happier when Saturday the 14th arrived.

James Owen Drife, professor of obstetrics and
gynaecology, Leeds
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